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| any serious incident or accident. For purposes of

' reportable incident or accident. If a reportable

Initial Comments

Facility Reported Incident of 5-27-22/1L147655

Final Observations
Statement of Licensure Violations (1 of 2):

300.690b)
300.690c¢)

Section 300.690 Incidents and Accidents

b) The facility shall notify the Department of

this Section, “serious” means any incident or
accident that causes physical harm or injury to a
resident.

c) The facility shall, by fax or phone, notify
the Regional Office within 24 hours after each

incident or accident results in the death of a
resident, the facility shall, after contacting local
law enforcement pursuant to Section 300.695,
notify the Regional Office by phone only. For the
purposes of this Section, "notify the Regional
Office by phone only” means talk with a
Department representative who confirms over the
phone that the requiremerit to notify the Regional
Office by phone has been met. If the facility is
unable to contact the Regional Office, it shall
notify the Department's toll-free complaint registry
hotline. The facility shall send a narrative
summary of each reportable accident or incident
to the Department within seven days after the
occurrence.

This REQUIREMENT was not met as evidenced
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Based on interview and record review, the facility
failed to notify State Agency of serious resident
injury for one (R5) of three residents reviewed for
accidents in a sample of six.

Findings include:

The facility's Abuse Prevention Training Program
policy, effective 11-22-17, documents "Serious
Incident any incident or accident that has, or is
likely to have, a significant effect on the health,
safety, or welfare of a resident or residents.
Incidents and accidents resulting in injury
requiring the services of physician, hospital, or
police, or other service provider on an emergency f
basis and/or requiring the services of the coroner
or fire department shall be reported to the
Department of Public Health within 24 hours of
the incident or accident. Notification shall also be
made by a phone call to the Department ' s
Regional Office or if the facility is unable to
contact the Regional Office, via fax or the
Department ' s toll-free complaint number. A
narrative summary of each serious accident or

- incident occurrence shall be sent to the
Department within seven days after the
occurrence.” -

RS's Progress Note, dated 3-20-22 at 7:20pm,
documents "Nurse called into resident room due
to skin tear located to resident RLE (right lower
extremity). (Mechanical lift) used as transfer, still
inresident room."

R5's Progress Note, dated 3-20-22 at 11:40pm,
documents "Resident returned to
facility...Resident received 5 sutures to laceration
of right lower leg."
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R§'s Minimum Data Set/MDS assessment, dated
2-4-22, documents RS is cognitively impaired and
requires total dependence and two person
physical assist for transfers.

The facility's statement from V26 CNA on 3-20-22
includes "During transfer of (R5), (R5's) leg
brushed up against the (mechanical lift) causing a
skin tear.”

On 6-9-22, at 2:30pm, V1 Administrator stated
that V1 cannot find any reportable completed for
RS's incident on 3-20-22. V1 confirmed the cause

“of injury to have occurred during the mechanical

lit transfer, that it was not reported and should
have been.

(©)

Statement of Licensure Findings (2 of 2):

300.610a)
300.1210b)
300.1210d)6)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care. Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.
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